Introduction
In 2011, the Ministry of Health (1) women who experience such an episode is considered a priority, primarily to minimize unfavorable outcomes such as maternal and neonatal death -a major challenge that persists in the current health care context (1) . The priority of abortion care emerged, among other aspects, as a result of the need to follow the propositions of the Cairo and Beijing Conferences and reach the targets set by the Millennium Development Goals (2) , which include the reduction of the maternal mortality ratio in Brazil, which is close to 60 (3) .
The conceptual framework for abortion care
supporting the aforementioned guideline recommends that an integrated network of health care services should be available to women in order to meet their physical and psychological needs, considering their social background.
Also, it was recommended that family planning services should be offered during hospitalization, to ensure the provision of appropriate guidance for women who wish to become pregnant again, and to prevent new episodes of abortion.
This object of study for article was post-abortion contraceptive practices, considering the complexity of the relationship between contraception and abortion. In most cases, women who experienced miscarriage planned to become pregnant again as soon as possible; while those who experienced abortion probably did not have such intention. Whatever the personal desires of these women, the adoption of measures to provide autonomy and freedom over reproductive planning decisions is important at this moment that is experienced by women.
The World Health Organization (WHO) (4) and the International Federation of Gynecology and Obstetrics (IFGO) (5) recommend that women who experience abortion should receive contraception assistance, so they can become pregnant in appropriate clinical conditions for the proper development of pregnancy.
This requires a minimal interpregnancy interval of six months, mainly to minimize the risk of adverse health outcomes for women and children, such as maternal anemia, premature birth, and low birth weight. These outcomes are widely recognized as associated with an interpregnancy interval lower than six months (6) .
The MoH (1) recommends that contraceptive methods (CM) should be available at the same health facility where women receive care during the abortion process. This position is based on the fact that 75% of women restart the ovulation process within six weeks after the occurrence of abortion (4) , indicating the need for early initiation of contraceptive counseling.
Although the relevance of contraceptive assistance is an aspect of comprehensive care for women during the abortion process, there is a lack of knowledge about the contraceptive practices adopted by them. This fact was considered as the rationale for this research, which aimed to analyze the contraception assistance received by women during hospitalization due to abortion, and the contraceptive practices adopted by them the month after this episode. We hypothesized that access to contraceptive care during post-abortion hospitalization was associated with the use of CM the month after this episode.
Methods
The data presented in this article was part of a broader longitudinal quantitative study aimed to assess contraceptive practices adopted by women during the first six months after hospitalization due to abortion.
This article focuses on data regarding contraceptive assistance received during hospitalization, and practices adopted during the first month after the abortion. Portuguese and validated for the Brazilian culture (7) .
The reproductive data were related to contraceptive assistance received during hospitalization, the use of CM Descriptive techniques, along with univariate and multivariate analyses were used for data analysis.
The quantitative variables were described by mean and standard deviation, and absolute and relative frequencies were calculated for qualitative variables.
The differences between two proportions were analyzed using the chi-square test and Fisher's exact test. The description of the interval between abortion and the first period (in days) was calculated using the Kaplan-
The multivariate logistic regression method was used for the analysis of association between the dependent variable (using CM 30 days after the abortion) and the following independent variables: CM prescribed during hospitalization (yes / no); CM counseling during hospitalization (yes / no); age (15-24, 25-34 and >35); paid work (yes / no); marital status (living / not living with partner); children (yes / no); previous abortion (yes / no); planned pregnancy (yes / no, or ambiguous);
and, intention to become pregnant again (no / yes / no thoughts about it).
The independent variables were analyzed using multiple logistic regression only when presenting a In the data collection instrument there was a specific field where the woman could indicate the possibility of leaving a message, and with whom the interviewers could talk about the research. Such indications were strictly followed.
Results
The mean age of the women was 29 years old (SD=7.5). Twelve (7.0%) were 17 years old or less.
Regarding schooling, they had a mean of 9.2 years of study (SD=2.5); two had completed a university degree and six had begun one, and one woman was illiterate. Table 2 ). The most frequently used CM was the male condom, followed by the contraceptive pill, with an initiation starting at a mean of 15 days (SD = 10.9) after hospital discharge (data not shown in the status and paid work. In the multivariate analysis, the age-adjusted prescription of CM was maintained, as this was the only variable that presented a significant association with the use of CM the month after abortion (Table 3 ).
The variable "CM counseling during hospitalization", despite being part of the hypothesis, was not retained in the final multiple regression model because it did not present significance, nor did it improve or modify the model adjustment. 
Discussion
Results showed that approximately two weeks post-abortion, many women were already vulnerable to a new pregnancy, although fewer than a half of them menstruated the month after abortion. These data support the possibility of ovulation and return of fertility around two weeks post-abortion (4, 8) . Most women had resumed sexual activity at this stage, not always with proper use of CM, corroborating the results of another study (9) . This situation highlights the contraceptive vulnerability to which women were subject in the month after abortion.
The only variable that was associated with the use of CM was the woman's age (between 25 and 34 years). These women were 2.3 times more likely to use CM compared to young women (below 24 years).
It was found that this association was independent of reproductive history, unplanned pregnancy, or future reproductive intentions. As it is not clear how age influenced the decision of using CM in the postabortion period, this result should not be interpreted in isolation, as it could lead to hasty conclusions about an event that was socially influenced -in this case, the use of CM.
The multiple logistic regression model revealed that CM prescription during hospitalization was very close to reaching statistical significance, indicating a probable influence on the use of CM the month after abortion.
The excessively wide confidence interval suggests that the number of women in this group was small. In fact, only 13 women reported they were discharged with a prescription for CM. Findings of a study (10) in three capitals of Northeastern Brazil showed that support for women during the abortion process is still weak, and the actions to ensure continuity of care -among them, the contraception counseling -was the least cited. Therefore, it seems that the contraceptive care recommendations of the revised MoH guideline (1) have not reached a level of full compliance. Interestingly, the counseling about CM during hospitalization showed no influence on their later use, which indicated that care should not only be based on counseling about CM importance or manners of use, but also should include the supply of CM inputs.
In fact, studies have shown that the adoption rate of contraceptive in the post-abortion period is higher when inputs are offered during hospitalization (11) (12) .
Other studies also emphasize that both counseling and offering of CM during this period increased the chance of use in the subsequent months (13) (14) (15) . Thus, hospitalization, though brief, seems to be the most propitious time to develop actions that meet the women's needs (16) , including those related to the use of CM.
After hospital discharge, only one out of four women received counseling on how to prevent pregnancy.
This result highlighted the lack of continuity in care
in the post-abortion period, reflecting the absence of comprehensiveness in the care provided to these women, as previously described (17) .
The proportion of women who reported sexual intercourse was higher than the proportion of woman who reported CM use the month after abortion. The CM adopted after abortion was similar to those used by the majority of Brazilian women (18) , which were the contraceptive pill and male condom. Moreover, it is noteworthy that about half of the time, the CM was purchased in private pharmacies, without any guidance from a health professional. Although many women took the initiative to use CM during the first month after abortion, and obtained inputs to prevent another pregnancy, one cannot deny that some remained vulnerable to pregnancy during this period, even if they reported their intention not to become pregnant again.
Although this study highlighted interesting findings regarding the contraceptive assistance and practices in the post-abortion period, it is important to emphasize that it was not possible to conclude whether women who experienced abortion would adopt different practices in this area, or whether other public or private hospitals would have provided the same kind of attention.
The fact that this study was conducted with nonprobability sampling did not allow the generalization of these findings.
It is important to highlight that the development of a longitudinal study is permeated by challenges, such as the need to ensure as few losses as possible. Given the fact that this study focused on a delicate matter that is a controversial subject in the Brazilian context, and that literature (19) recommend that losses in quantitative studies should not exceed 20%, the losses in this study were considered acceptable (13.8 %).
Conclusion
Few women were discharged from hospital postabortion with a CM prescribed, so the MoH guidelines in relation to health care in post-abortion contraception were not fulfilled. Many women adopted CM in the subsequent post-abortion month, which showed a desire to adopt measures to postpone a new pregnancy, regardless of whether or not they received professional support. The prescription of CM at hospital dischargeadjusted for age -showed a trend of association with the use of CM the month after abortion. This data showed the importance of contraceptive assistance and practices in the post-abortion period.
